By Sir JAMES DUNDAS-GRANT, K.B.E., M.D.
A MAN of middle age, with tuberculosis and extreme hoarseness, was found to have a rounded, fleshy outgrowth protruding from the anterior two-thirds of the right ventricle. This was punctured with the galvano-cautery on several occasions with some benefit. In August, 1927, I removed with punch-forceps a portion of the middle of the ventricular band, since which the hoarseness has diminished with great rapidity, the patient voluntarily stating that he can now sing.
I have made a notch in the venitricular band in several other cases in which there seemed to be a focus of tuberculous disease in the ventricle. Mr. H. E. BARWELL (President) said that these cases of tuberculosis inside the ventricle presented special difficulties for local treatment. In one case he had performed laryngo-fissure and removed the whole of the ventricular band, and the patient's general condition bad improved considerably. [May 4, 1928.] Some Varieties of Skin Flaps in Connexion with Cases of Total and Hemi-Laryngectomies.
By R. GRAHAM BROWN, F.C.S.A. (Brisbane).
THE following cases seem worth recording on account of the successful attempts to improve the surgical technique in the regions of the larynx and trachea.
I.-Quadrilateral Skin Flap in Total Laryngectomy.-The advantage of a quadrilateral skin and platysma flap, as recommended by Professor Tapia of Madrid and others, in the operation of extirpation of the larynx, may be questioned over the ordinary "T "-shaped one. It is, however, our duty in these cases to prefer a procedure likely to give a primary wound closure than to run an extra risk of non-closure for the sake of the questionably less disfiguring sear of the latter incision. Most of us have seen troublesome pharyngostomes following laryngectomies. It is assumed that all care has been taken in the approximation of the pharyngeal mucous membrane and the muscle layers. The inclusion of the platysma fibres in the skin flap is, I think, an obvious advantage. I have adopted the rule to approximate the mucous membrane by a purse-string suture, wherever possible, which brings the submucous tissue in apposition to bring together the muscles in layers by single catgut sutures and to use no drainage. In my last three cases, where this procedure was followed, the patients were fed with a catheter through the mouth after forty-eight hours and were able to swallow fluid foods three days later.
II.-Preliminary Tracheotomy in Total Laryngectomy.-During the period of aftertreatment of a case in which a low preliminary tracheotomy has been performesd I have been, like others, troubled with the unclean state of the wound and with the formation of granulations and subsequent scar, the results of an almost futile endeavour to bring the trachea forwards towards the skin. Especially is this the case when one follows the procedure of separating the trachea and cesophagus by means of gauze packing (I now use acriflavin strips for this purpose-instead of bismuth and iodoform gauze). I considered that it would be easier and of more advantage to slide the skin deep down into the neck wound and fix it there. This can be done very readily by undermining the skin over the sterno-mastoid muscles, sliding the flaps inwards and by means of a mattress suture on each side, which passes in turn through the skin near its cut edge, the ribbon muscles, the sterno-mastoid muscle and comes out through the skin again, some 1i in. to 2 in. external to the cut edge, fix it there. The skin rests in position without any dragging, and the cut edge is separated from the trachea only by the thin layer of gauze packing. No sutures are used between the trachea and skin and the wound is "clean." Following the procedure laid down by Sir StClair Thomson and Mr. Wilfred Trotter, I excise a large disc from the anterior wall of the trachea when performing a tracheotomy in these cases. The possibility of stenosis of the tracheo-cutaneous wound must always be kept in mind; and by using a skin " slide," as suggested, this possibility will be better provided against. In this case the large size of the funnel opening to the trachea might be criticized, but this, as one anticipated, narrowed somewhat. The opening was purposely made over-large, because of the fact that the patient lives in the country, some 300 miles distant by train, and is not in a position to be inspected by me at short intervals. In any case it is, if a fault, at all events one in the right direction ( fig. 1) . reconstruction of a larynx in a girl aged 16. History: when she was aged 2i years the patient had undergone an emergency tracheotomy for laryngeal diphtheria by a general practitioner in the country. Her parents stated definitely that since this illness she had not been able to talk, or to breathe through the larynx. Six months before she was brought to me an attempt had been made to excise the scar tissue. There was a large laryngeal fissure; there was also total stenosis at the level of the vocal cords, and there was much intralaryngeal and external scarring (fig. 2) . The vocal cords and arytenoid cartilages were involved in the scarring, but there was some movement of the right arytenoid and the right vocal cord.
No movement could be seen on the left side. The girl had cesophageal speech, but this was weak, and was associated with "clicks" and " clacks" which masked it. She had really never learned to talk through the larynx, and one kept this in mind in noting the amount of movement of the laryngeal parts, the appearance of any movement at all promising a favourable development in this direction. In order to deal effectively with the scar tissue it was necessary to perform a hemi-laryngectomy. There was such a degree of calcification of the cricoid and thyroid cartilages, and they were so fused together that it was necessary to remove the left half of each of these structures together with part of the left arytenoid cartilage. The calcification was so hard that bone forceps had to be used to remove it. A transverse skin flap was dissected up from the supra-hyoid region, and the free end turned down into the larynx where it was fixed, without tension, by means of three fine catgut sutures. Two months later the anterior wall of the larynx was re-formed by cutting across the base of the flap and turning it down. This, in turn, was covered by " slide skin flaps made by undermining the skin on both sides and suturing in the middle line. The pharyngeal end of the cast was purposely made long and pointed to allow of its smooth introduction, in order to avoid, as far as possible, damage to the skin graft surface. After the hemi-laryngectomy operation there was some slight escape of saliva, but this soon disappeared. The patient is now able to breathe through the larynx during the whole of the night, and her speech is a medium loud whisper. Considering the fact that she has, to all intents and purposes, never learnt to phonate, and does not know the value of the accessory resonators, it will necessarily be some time before she acquires a strong voice. One can reasonably hope for a fair voice after some contraction has taken place, especially if the right vocal muscles develop, with exercises, after she has learnt to coordinate the expiratory efforts which are essential for speech. I believe, too, that the airway will be maintained to a degree sufficient to allow of hope that eventually the tracheotomy tube may be discarded. Four and a half months elapsed between the first and last operations.
In conclusion, it may not be out of place to state that the operative procedures in these three cases were all performed under local analgesia, or rather a form of synergetic analgesia, a method which I consider ideal for this class of operations.
Mr. HERBERT TILLEY said that all teachers should impress upon their students the necessity of always performing a low tracheotomy. Most of the trouble in the case which had just been narrated was due to the surgeon having practically performed laryngo-fissure.
